Case report A 54 year old West Indian woman with hypertension and diet controlled diabetes mellitus was admitted with a six week history of general malaise, fever, mouth ulceration, myalgia, arthralgia, and arthritis; previously she had been well. On examination she was noted to be feverish (38°C) with nail bed infarction, splinter haemorrhages, and mouth ulceration, but no rash or lymphadenopathy. There Arthritis, bilateral hilar lymphadenopathy, and erythema nodosum (Lofgren's syndrome) is perhaps the most common presentation of sarcoidosis seen by the rheumatologist, but fevers, arthritis, mouth ulceration, and pleuropericarditis have all been described, both in early and in active chronic sarcoidosis, together with non-specific rashes and serological evidence of immune system activation.
Neither erythema nodosum nor hilar lymphadenopathy was present in the patient described, and with her clinical presentation and immunological abnormalities she fulfilled five of the 11 ARA classification criteria for SLE.' CRP is not reliably decreased in SLE and the increased CRP concentration was felt to be compatible with her disease. The lupus band test is positive in only 50% of cases in uninvolved non-light-exposed skin, increasing to 90% in involved light exposed skin, and negative lupus band does not exclude the diagnosis. The disappearance of the ANA with persisting increase in ESR and deranged liver function were atypical, however, and led to revietv of the initial diagnosis.
Coexistent SLE with sarcoidosis is rare, with only five cases reported in the English literature,' three ofwhich4 7 8 showed features similar to those of the patient we describe, with early features giving a diagnosis of SLE, but 
